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Case report 



Background: This paper reports a case of 
an 87-year-old female patient who was 
admitted for an emergency operation 
due to massive hemorrhage of an ulcer- 
ation localized on a huge neck tumor. 
Post-interventional diagnosis indicated 
hidradenocarcinoma. Hidradenocarcino- 
ma is a rare skin neoplasm. It can coin- 
cide with adenoma, may develop through 
its malignant transformation or develop 
as a malignant tumor from the begin- 
ning. It may be found in all dermal local- 
izations. It may develop metastases or 
appear in the diffuse form. 
Material and methods: Surgical excision 
of the tumor was performed obtaining 
a surgical margin, completed with exci- 
sion of local lymph nodes and multiple 
layer suturing. Due to lack of the pa- 
tient's consent, she has not been qual- 
ified for adjuvant therapy 
Results: Control examination 6 and 12 
months later showed no signs of local 
recurrence or lymph node metastasis. 
Conclusion: Surgical excision of apocrine 
hidradenocarcinoma with a surgical 
margin could present a good therapeu- 
tic effect in spite of lack of adjuvant ther- 
apy. 
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gland tumor, neck tumor, apocrine tumor. 
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Introduction 

Sweat gland tumor (hidradenocarcinoma cutis) is a rare skin neoplasm. Its 
incidence is estimated to ca. 0.001% [1, 2], predominating in women [3, 4]. Sweat 
gland tumor is mainly found within the head and neck, limbs and trunk skin, 
rarely in inguinal and scrotal areas [5]. Atypical localizations have been report- 
ed such as single cases of sweat gland tumor of the hand or anal region 
[6, 7]. Patients' age ranges from around 50 to 80 years old [4]. Sweat gland 
tumor was described for the first time by Stout and Cooley in 1951 [8] and the 
first classification of these tumors was created in 1968 by Berg and McDivitt. 

The current histopathological classification of adnexal tumors (WHO Clas- 
sification of Tumors, 2006) includes many types depending on the gland type 
and its elements dominating in the microscopic image [5]. Tumors developing 
from apocrine and eccrine glands are included in one group, though divided into 
malignant and benign tumors [5, 9]. Hidradenocarcinoma is a malignant equiv- 
alent of a benign tumor - hidradenoma - a sweat gland adenoma. Although it 
may coexist with an adenoma, it is rarely an effect of a malignant transforma- 
tion and develops primarily rather as a malignant tumor. It can be found on the 
skin in any localization, slightly more often in women around the age of 50, 
although some pediatric cases have been reported. It grows rather slowly as an 
intradermal or hypodermic tumor, rarely communicating with the epidermis. The 
microscopic image shows a nodular growth pattern with presence of solid struc- 
tures and cystically dilated ductal and tubular structures. In its tissue texture 
there can be seen clear cells with pale cytoplasm containing glycogen, 
eosinophil cells with a centrally placed nucleus similar to those of piano-epithe- 
lium, cylindrical cells cushioningtubular structures and less numerous mucus- 
producing cells. Differential diagnosis between adenoma and carcinoma can prove 
to be difficult. Morphological signs of malignancy include infiltrating growth pat- 
tern, presence of necrotic areas and atypical cells. In malignant tumors mitot- 
ic figures are generally more numerous, including atypical ones. 

In clinical examinations tumors appear to be painless, giving in to pressure. 
They may contain cysts. It is estimated that in 20 to 40% of cases sweat gland 
tumor can infiltrate adjacent tissues or give rise to metastases [4, 5]. Surgi- 
cal excision with a wide tumor-free margin and excision of local lymph nodes 
is a primary treatment. Adjuvant oncological treatment follows excision in 
metastatic or recurrent cases [10]. Diagnosis is based on histopathological exam- 
ination, with essential histochemical, immunochemical and structural char- 
acteristics evaluation. A rare case study of a female patient with neck tumor 
diagnosed with sweat gland tumor post-operationally is presented below. 

Case study 

The 87-year-old female patient was admitted to the Surgical Ward from 
the Emergency Department for the hemorrhage of an ulceration localized on 
a huge neck tumor. 
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Interview disclosed that the tumor had been developing 
for nearly 20 years. At its early stage is was of a small diam- 
eter and clearly began to expand within the last 5 years. The 
patient never complained for this reason to the GR Within 
the last few months ulceration on the top of the tumor 
appeared. The first episode of bleeding occurred one month 
earlier and stopped spontaneously. Hypertension is the only 
coexisting disease. 

Physical examination on admission showed poor gener- 
al appearance, pale skin, BP 80/40 mmHg, HR 100/min with 
overall symptoms of hypovolemic shock. 

Local examination revealed a tumor measuring 180 x 135 x 
X 122 mm localized in the left maxillary angle area. The upper 
pole of the tumor extended to the base of the left auricle, 
the lower one to the sternal insertion of the left sternoclei- 
domastoid muscle. To the front, the tumor was covering the 
whole left mandibular body. The tumor appeared painless 
in palpation, soft, with numerous palpable cysts, presenting 
in its central part an ulceration with active bleeding. No local 
adenopathy was found. 

Additional laboratory tests showed anemia (hemoglobin 
- 7.7 g/dl, RBC - 2.44 T/l) and leukocytosis (WBC - 17 G/l). 
Head and neck computed tomography showed the tumor 
described above (Fig. 1). Radiological interpretation of CT 




Fig. 2. Excised neck tumor dissection 




Fig. 4. Hidradenocarcinoma. Infiltrating growth pattern, necrotic 
areas and blood effusions can be seen; HE; magnification 4x 



showed left parotid involvement, with oppression of neck 
blood vessels limiting the flow by approximately 50%, 
showing no signs of infiltration either of the larynx or of adja- 
cent muscles. No adenopathy was seen in the examined 
region. 




Fig. 1. Neck tumor. Patient prior to surgery (photograph published 
with patient's consent) 




Fig. 3. Hidradenocarcinoma. Solid nests of clear cells and cylindri- 
cal cells showing signs of atypia. HE; magnification 20x 




Fig. 5. The same patient 6 months after surgery (photograph 
published with patient's consent) 
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After applying a compression bandage and transfusion 
of 3 units of erytlirocyte mass, the patient was qualified for 
an operation. Surgical excision of the tumor, covering skin, 
surrounding capsule and local lymph nodes was performed 
(Fig. 2). After hemostasis, the wound was closed with sin- 
gle interrupted sutures within all layers. The patient was dis- 
charged on the 7^"^ day in good general condition. First inten- 
tion wound healing without complications was noted. 
Sutures were removed on day 10. 

Histopathological diagnosis: the sample sent for exam- 
ination was 18 X 13 X 12 cm in diameter. The macroscopic 
image showed the tumor's blurred limits, soft consistency 
as well as blood effusions and necrotic areas. The microscopic 
image presented areas and nests of solid structures consisting 
of cylindrical and clear cells (Fig. 3). 

Cells showing signs of atypia and mitotic figures were seen 
(about 6 on 10 large fields of view). The tumor was surrounded 
by a connective tissue capsule, infiltrated and exceeded by 
the tumor Within the tumor blood effusions and necrosis could 
be seen, covering approximately 20% of its surface (Fig. 4). 

Control examination conducted 6 and 12 months later 
showed no signs of local recurrence. The patient's general 
appearance was good, without complaints. Physical exam- 
ination and neck ultrasound examination showed no local 
lymphadenopathy. The patient did not consent to undergo 
either a control head and neck CT or an oncologist consul- 
tation (Fig. 5). 

Discussion 

The presented case is a rare case of neck cancer 
demonstrating the structure of hidradenocarcinoma cutis. 
Relatively few cases with this diagnosis have been 
described to date in the available literature. The atlas pub- 
lished by the International Agency for Research on Cancer 
(lARC) in 2006 describes 76 cases, among which 22 pre- 
sented metastasis. For physicians sweat gland cancer rep- 
resents primarily a diagnostic problem. Cancers develop- 
ing from sweat glands are diagnosed mainly fortuitously, 
only after the excision of tumors. In most cases scheduled 
surgery is performed. Skin cancer surgery for acute indi- 
cations is a rarity. The available literature describes no cas- 
es of patients with sweat gland cancer of similar diame- 
ter and location, or operated on for acute indications such 
as bleeding. Among others there was presented a case of 
a patient whose first symptom was an abscess within 
a tumor of the ano-rectal area [11]. Also in the presented 
case cancer was diagnosed only after surgical excision for 
vital indications because of hemorrhage. 

Apocrine cancer (hidradenoma cutis) can take the form 
of a single tumor or numerous nodules. In the described case 
it had been growing for 20 years and showed local malig- 
nancy infiltrating adjacent tissues, including blood vessels, 
causingtheir destruction and hemorrhage threateningthe 
patient's life. No lymph nodes or distant metastases were 
found. Absence of metastasis despite long disease duration 
correlates with other authors' observations [11, 12]. Intrigu- 
ingly, it did not give rise to local lymph node metastasis, 
although apocrine gland cancers are relatively often metasta- 
tic to local lymph nodes [14]. 



Skin cancers developing from apocrine glands are treat- 
ed by surgical excision with a surgical margin within 
healthy tissue. Adjuvant radio- and chemotherapy are also 
used [5, 13]. There exist single reports of tamoxifen usage 
[14]. The patient presented above has not been directed for 
further treatment due to her elderly age and lack of consent 
for further oncological consultation. Tumor excision with sur- 
gical margin proved to be not only a life-saving procedure 
(hemorrhage control) but also a radical oncologic treatment, 
although it is too early to draw any final conclusions due to 
the short patient observation period. 

In conclusion. Surgical excision of apocrine gland cancer 
with surgical margin can have a good early therapeutic effect. 
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